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(Accepted 11 August 1980) Occasional Review Care of the diabetic child in the community* J W FARQUHAR, MURIEL L CAMPBELL Summary and conclusions Brief admission of the new diabetic child and of a parent to an enlightened hospital for stabilisation, preliminary education, and familiarisation with hospital and community staff is well worth while. The greater the demand for constant control of the highest quality, the greater the need for a close understanding of the psychosocial factors concerned and for clinical skill. The nature of the home and the family relationships should in theory be available from the child's general practitioner at the time ofthe first referral since he has so much information about the whole family. With the virtual disappearance, however, of mutual consultation in the patient's home in many places, the opportunity for oral communication has declined, and availability on the telephone is not always easy. The busy general practitioner (far less an unknown physician from a deputising service without access to the records) has little time to write a comprehensive letter. In practice a relatively small hospitalbased mobile team of specially experienced sisters who are keen to communicate in the home, the GP's surgery, and the school makes a major contribution to the diabetic care of a young population vulnerable to major handicap in what should be the prime of life. Their cost effectiveness may be difficult to prove but it is not at all in doubtespecially when the sisters as in this area deal in the community with a wider range of chronic illnesses and handicaps in children.
Insulin-dependent diabetes affects more than one in every thousand British children under school-leaving age. This makes it a common disease when judged against the prevalence of other endocrine and metabolic disorders. It cannot be dismissed as unimportant-since juvenile diabetes is now the commonest single cause of registered blindness in the age group 30-45 years. The increasing evidence that such personal and national burdens may be prevented or indefinitely deferred by achieving new standards of strict control emphasises the need for the best treatment day and night throughout the years.' Yet the proportion of child diabetics in a general clinic is small, and it can be difficult to find for them and their parents the time they need. Family doctors have less experience and even less time since the average individual NHS list is unlikely to include even one, while the numbers of other sick people to be seen are large especially at times of epidemics when young diabetics too are likeliest to be in trouble. Care (5) The presence of child and parent in hospital for a few days provides a preliminary indication of parental ability and stability. A prediction of possible future difficulty is attempted, and an effort may be made to prevent it.
(6) An insulin reaction may be induced safely in the parents' presence so that they may watch their child's individual pattern of hypoglycaemia-and feel reassured by their success in treating it under supervision.
(7) Early contact is made with the general practitioner and with the school health service. It has been our practice to place a copy of the system of diabetic care in the hands of the doctors concerned, and a plea is made for uniformity in management.
(8) The following check-list is completed before dischargethe parent retaining one copy, the case record another. the duration of first admission alone but in the reduced need for readmission, the earlier involvement of the hospital in correcting ketoacidosis, the better knowledge obtained about psychosocial factors at home, the relief of maternal and school teacher anxiety, and the fewer school absences. Few of these advantages are quantifiable, but those who experience them know that children, parents, school teachers, and the hospital system all benefit substantially.
NEW PATIENTS
The home care team sister who was concerned with the family in the hospital visits them on the day after discharge, frequently thereafter until confidence is sufficient, and then as tCould be used also by lecturers at a technical college as a general guide. may be indicated. Parent and child are naturally more relaxed and receptive in their own environment. The technicalities of insulin injections, meals, and monitoring are gently imparted to a degree of which the family is judged capable without undue strain at this early stage.
The informal nature of these calls (the sisters do not wear uniform) makes possible a continuing assessment of the homeits organisation, its finances, alcoholism, the stability of the parents and of the marriage, the relationships between parents and children and between the children themselves, the deftness with which necessary procedures are conducted, and the extent to which parents are likely to seek further education toward optimal control. Experience enables the sisters to recognise more or less quickly signs of dullness, carelessness, or resentment at one extreme and obsessional neurotic behaviour, excessive anxiety, or depression at the other. Such knowledge often makes possible anticipation and modification of those psychosocial factors that are important beyond all doubt in diabetic children, adolescents, their families, and eventually the diabetic adults who emerge from the interactions in this fiery crucible. Universal success is not claimed-partly because the team is small and partly because many psychosocial problems are already fixed when diabetes is diagnosed. The results, however, are far superior to those obtained when we knew little of the background, accepted at face value the urine record book presented at the clinic, and depended on relatively brief and infrequent outpatient interviews for our manipulation of the child's diabetic control. The service is available to all but inevitably devotes more care in the long term to those families that are least well endowed or have the greatest problems, or both.
The visit of a home care sister to the child's school prepares the staff for the child's early return. She discusses with head and class teachers the recognition of hypoglycaemia, its effects on performance and emotion, its prevention, and its treatment. In this work she is helped by the attractive leaflet Young Diabetics prepared by the Scottish Health Education Group." It was written by the Scottish Committee of the British Diabetic Association and is reproduced from the unit's alphabetical flip-chart "Index of First Aid and Health Problems for Schools." The home care sister briefs the school nurse about such help as may be needed and explains to the catering staff the food needs of the diabetic child. There should be no segregation of the diabetic at school lunch-and no special tray. Good food for healthy children is good for diabetics if given in the right amount at the right time. Sweet puddings are undesirable (healthy children could do with less of them too), and a variety of fresh fruit or biscuits and cheese should be substituted.
The home care sisters may also help prepare school staff who wish to take a diabetic pupil on a camping or cruising holiday. They may not have been adequately briefed by parents, who may sometimes take dangerous chances in their anxiety that their child should go with friends.
CONTINUING CARE
Guidance and reassurance on diabetic treatment Parents will have available to them simple books2 (J W Farquhar, to be published) about the system of care used and how to deal with common problems. The special version for teenagers deals specifically with relevant sexual, educational, and social matters. There are times, however, when being alone and frightened with the printed word is no substitute for the warmth and reassurance of the familiar voice of a person whom the parent or young person or both trust.
A home care sister may be telephoned at the Royal Hospital for Sick Children clinic early in the morning Home visits Parents often telephone not just to discuss some problem of management but because they have themselves reached breaking point in anxiety or depression. A home visit may relieve much tension or introduce the parent to the general practitioner or the hospital consultant. Such problems as the suicidal attempt by a mother some years ago who subsequently delivered an unintentional rebuke by saying, "I didn't know you were interested in the mothers" do not and should not now occur. We should also try to avoid or at least reduce the sad events among young people described by MacGregor. What is the likely effect of gazing directly at the tropical midday sun ?
How dangerous is it to view an eclipse of the sun by the naked eye, and what precautions should be taken when watching an eclipse ?
Visual disturbances from looking at the sun have been known for a long time, and Galileo was reported to have injured his eye by looking at the sun with his telescope. Non-mechanical thermal injuries to the macula usually result from prolonged gazing at the sun at any time, including during a solar eclipse, which may be practised for therapeutic or religious purposes or when under the influence of drugs. The eyes are normally protected from injury by the sun by the fleeting duration of the glance and by lack of fixation, and only prolonged fixation leads to injury. Young people are more susceptible to macular injury due to greater transmissibility of the lens. The visual symptoms of prolonged exposure to the sun include after images, photophobia, metamorphopsia, and a dense scotoma that usually appear within 24 hours and may last for several weeks to months; in some this may even be permanent. The retinal findings may vary from normal to macular oedema and to parafoveal white spots surrounded by a zone of mottled pigmentation. A typical macular hole may be noticed in severe cases. The oedema usually subsides within a fortnight. Retinal pigment epithelial changes (loss of melanin granules) at the macula without affecting the overlying retina may be noticed in some cases. There is no effective treatment though corticosteroids administered either systemically or given as retrobulbar injection, topical mydriatic agents, and dark glasses have all been tried. In most cases the vision improves within a few weeks, and the scotoma if it is still present tends to diminish. The prognosis though variable is generally good, especially when the symptoms including the scotoma subside during the first month. The safest method to observe an eclipse if it is absolutely essential is to allow the light from the sun to pass through a pinhole in a piece of cardboard and to focus the image on a second piece of black cardboard held beneath it when a clear image of the sun can be seen on the second cardboard. Welder's goggles that correspond to British Standard Specification (BSS 679/1947) or the US Federal Specification (GGG-G 511A) may also be used since they cut out most of both the infrared and the visible rays. 
